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DEGLARATIOT{ by APPLICAIT AT}T5 Em dcql Y,:

1) I hereby confirm that alldetails in this Form are True to the best of my knowledge. Any false statement will .ender myApplication & ongolng assistance, if any,

liable for rojeclion/cancellation.
2) I solsmnry ;nfirm that assistance, if roceived lrom Koshika Foundation, will be used only for th€ 'purpose', as statgd in this Form. lor which such assistanco

was requested by me.
Siin"rily *nn;, Ur"t lhave not & will not in future, availof reimbursemont, in part or in tull. from any other source/employar/insu€nce company. of the amount

for which this assistance is requested.
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i) By amxing my signature o. thumb impression on this Form, I (Applicant) her€by agree & authorise Koshika Foundation and it's Trustees to

uie/publish/put-up/ieproduce my name, address, photo & details of the "purpose', for which such assistance is requested/granted, through any

medium, inciuding tut not limiled to verbal, print, electronic, for sollciting donations lor Koshika Foundation and/or disseminaling information about it's

activities/achievements. Such use of my photo & details can be made by Koshika Foundation beforo or after my treatrnent or fumhent ofthe'purpose"

for which assistance is being requested.

2) I (Applicant) lurther agree that any such use ol my name. address, photo & details of the 'purpose', for which such assistance is requested/granted'

witt noi automiticatty eniitle me for receiving or continuing lhe said assistance. The decislon for granting and/or continuing the assistance will rest solely

with the Trustees of Koshika Foundation. and their decision is this regard will be final and acceptable to me.
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By affixing hereunder, signature of our Authorised Signatory for reclmmending this case/patient for financial assistance trom Koshika Foundation, we

(Hospital) hereby affirm E accept following:
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presentty nor will in-future avail of financial assistance from another NGO or any other source, for the same patienucase' as we are

iJqreiting to get fro. Koshik; Foundation, to the extent that such assistance is granted by Koshika Foundation lflhe requested assistance is not granted

bv Koshik; Fo-undation. in part or in full, then the Hospital reserves it's right to make up the shortfall from another NGO o. any other source This
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st;tes that tho Hospitalwitt n;t avail any duplicate assistanc€ for tho samo pati€nvcase from any other NGO or any other source.

iit e asjist"no t,oni Koshika Foundatio; is only financial in nature. The choice of the treatmenuprocedure advised/conducted by the Hospital on the

plri"ntJ"-U"i"O on if," arrangomsnt batween th;pati€nt & the Hospital, and is in no way intluenc6d by Koshika Foundation. Hence, the Hospitalwill
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C aornpfute resp;nsibiiity of the treatmenl & it's outcom6 & safety ofthe pataenl, and Koshika Foundation will have no role or responsibility
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